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NO.1 
AT the outset of my remarks let me thank you for the honour you have conferred upon me in this privilege of addressing you this 
evening. In accepting your kind invitation I feel t hat it is the challenge 
of my Alma Mater to give an accounting of my stewardship. Man cannot 
cont inue forever to live in the reflected glory of all those who have 
helped him to any measure of success. So I come home to you, to give 
witness; and, in gratitude render to you a ll my thanks for t he 
inheritance I have received. 
Now, the busy and all-absorbing activities of my life are known 
to you. The pressure of immediate work leaves one with little time for 
reflection, and so, in thinking upon what I might say to you tonight, 
I soon discovered that my office would afford me little opportunity to 
take time to collect my thoughts. I felt somewhat like one of my 
patients who said, "I am too tired to stand up and too strung up to 
sit down". The time was drawing close, and I did what doubtless you 
would have done. I stole away into the heart of the mountains, and 
amid the glory of those "everlasting hills" tried to compo e my mind. 
There is something in Nature that would speak to u , if we will but 
listen. Its rugged simplicity makes our frantic rushing from po t to 
post appear artificial, and lacking in balance. · 
So, in the shadow of the pines, I sauntered along, and my 
thoughts reverted to earlier times, and recalled once again the happy 
memories of the days of the pumpkin, and the corn patch of good old 
Ontario. I can see now the mice scampering away for dear life, as the 
wheat stooks are tor n down, and then again I am riding the old stone 
boat as we collected the sap for the sugaring-off in the maple bush. 
Another thought came up in that stream of consciousness, to which 
we all delight to listen- a realization of the advantages of country life 
in t he development of a boy, who, because of his close mingling with 
Nature, is pre-endowed with the ability to absorb the lessons he later 
learns here; in contrast to the city lad, who because of his artificial 
outlook find s it o much more difficult to meet reality. 
*An address delivered at the Annual Banquet of the U. W. 0. Medical School 
Alumni Association, London, Ont., June 5th, 1934. 
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But come with me, one glorious morning, as I walked the bank 
of a clear-as-crystal mountain pool. The lovely translucence of its 
waters makes one halt. The t ranquility of the day eem mirrored in 
its depths. Let us bend down and ob erve the life beneath the surface. 
Myriads of fi h dart to and fro. But, what is this that disturbs the 
peace? Alas, here comes Mr. Bull-trout, the "Ward Boss", and in an 
arrogant swagger he brutally and impul ively takes whatever he want . 
Observe his grim jaw. It is et wide open, seeking to devour all that 
comes within its maw. 
There are ugly hadows and depths hidden beneath the peaceful 
waters. In that instant we see the picture of primitive man, wayward 
and cunning, shirking his respon ibility, making little or no contribution 
to hi world, Nature, "red in tooth and claw". 
I a ked myself-was man no better than the bull-trout? Did this 
pool but reflect and lay down for man the ugly law of the jungle, the 
survival of the fittest? Was man nothing more than brute strength 
absorbing whatever was too weak to resist? Was Ruskin right when 
he described us as a heap of struggling human maggot ? 
It set my mind que tioning. ! -thought again of the bitter and sweet 
of those early days; how swiftly they pas ed. Man is called to work out 
his career, and I ask you to visualize with me the battle we all have 
to face, the strenuou life and the toil of the years. There is a fine zest 
in this challenge to fight which appeals to u all . We do not hope to 
solve all Nature's ecrets--life is too immediate and urgent. But if we 
will but scan the panorama of our own days we can possibly catch 
some glimpse linking them up with the pages of history, and gain in 
some mall mea ure the picture of man's advancement out of the mi ty 
past. 
Man a lone among the beasts appears to be a questioning animal. 
Whither? and where ? he continually asks; to what end? and, he repeats 
again and again the question, as the ever-changing experiences compel 
him to face new realities. Life is a process of elimination, of finding 
the essential value . The world of make-believe belongs to youth ; how 
precious it seemed to us then ; how certain we were-sure that we could 
prescribe suitably for all the ailment of mankind. But the years bring 
perspective; and in that guidance we find reconciliation and direction. 
The absorption of our immediate life do not lend themselve to 
reflection ; we leave that to the cienti t, the economi t, and the whole 
of the thinking philosophical world. But urely they, and we in our own 
limited experience, are fast finding out that a ll history and experience 
teach thi -that when we have mea ured the steps to the moon, and 
mapped out the heavens star by tar, there still remain Man-the 
final mystery. "The tudy of mankind is man" ha never been o true 
as it i today. 
Two engineers stood talking and looking at Niagara Falls, long 
year ago before the water was converted into power, heat and light. 
THE ARISTOCRACY OF MAN 3 
One said: "Here you have the greatest source of undeveloped power in 
the world." The other disagreed and replied, "You forget the Soul of 
Man." 
In our yesterdays of the 19th century we were amazed and bewil-
dered as science brought new worlds to us. Man sank to insignificance. 
He became afraid as the great picture was unrolled before his eyes. 
Did he have but little place in it ? 
The 20th century has re tored his faith in him elf, and he is able 
once again to "return the stare of the tars" . Our intere t ha changed 
from watching the firmam ent above u , from fact too bewildering to 
grasp-to Man. 
Possibly you can recall this incident in the opening days · of this 
century. The great Queen is dead; the dawn of a new era is ready to 
burst upon the Empire. The flags are waving in the treets of our cities, 
and the people are expectant in the thought of .a great coronation. But, 
24 hours before the mo t cherished hopes of that monarch are realized, 
he is stricken down, and night finds him on the operating table, one of 
the fir t subjects of the urgeon' skill for appendiciti . May I not 
symbolize t his as man under the dissecting knife ; an analogy of the 
change in the centre of our interest s? 
In the momentum of history we may observe the hurrying feet of 
primitive man, emerging out of the piimaeval forest, hastening on to 
his destiny ; massing together for protection; gregariou , but dumb; 
dominated by some outstanding phy ical type, yet carcely aware of 
him elf; still ever unfolding his infinite possibilities ; a long process over 
the Eon of time of Becoming, of Awareness, of Being. Glimpsing for 
the time, perhaps, something of hi place in the scheme of t hing ; his 
potentialities ; at other times cowering in fear ; retreating when he 
might have gone forward; hi growing-pains beating him down to his 
knees ; but, at last emerging as a chrysali s, shaking hi wings ; now, 
never to r etreat, since he has caught a vision of the heights to which 
he is called. All the pages of hi tory are aglow with t his story of man's 
ceaseless conflict, against odds threatening to overwhelm him; his battle 
against his environment. Towards what are his eyes set? What is it 
that we see more clearly than ever before if it is not this-that greater 
than possessions, more impre sive than the stars, lies the hidden 
treasure wit hin. And if man sta r ted as a creature of ungovernable 
impulse, he is today learning the lesson of the value of a life directed 
by wisdom and insight. The decades of the past century emphasized 
the great world about u . The tory is now coming nearer home. The 
discovery of the 20th century is Man. And what ye terday was granted 
to the few- the gift of Living today must be g ranted to the many. 
As a im ple pract ical illustrat ion: Art was once a cloist ered thing, 
hidden behind baronial walls. Now ever y magazine, even on its adver-
tising pages, carries pictures of distinction and beauty. Education was 
once for the sons of the rich and great-even Bible were chained to 
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the altars-now every district has its little public school-house. The 
radio scatters knowledge to the four winds of Heaven. 
This picture of man, the epitome of' the whole world, takes on a 
new interest, when we think of the progress of the race in terms of 
the individual. At "times we are appalled at the eemingly little distance 
he has come. Yet closer examination reveals that the drama of the past 
few thousand years has been incredibly swift, and man strides forward, 
almost bewildering in the monument he has raised. It is interesting, 
too, to note in pas ing, how early in history man came to grips with 
es entials. All ancient literature tells us of that inner struggle, and it 
has remained to these days for the field of modern psychology to confirm 
for us the scientific ba is of that conflict within. Man created an 
anarchist, his first baby was "conscientious objector", the baby's cry 
a symbol of his inner prote t , reaching out. Man's ego against all other 
men ; man against the herd ; the one against the many; learning the 
ruthless discipline of society; his own limitations; yet ever seeking to 
find adequate expression and fulfillment; shaking off the stranglehold 
hi environment would impose. Man-gradually becoming conscious. 
This inner drive, its divine discontent, is something more than a whim 
of nature. It lies inherent in Everyman, and its precious values today 
are lo t to the world, if we do not make opportunity and life possible 
for all. 
If today we could postulate a working philosophy of life we might 
well accept as a basis that the test for all time, of any social philosophy, 
of any society, national or international, of all governments, be they what 
they may, that the test I suggest is in the measure in which they safe-
guard the rights of Man-all Men; of the value they give to human 
life, all of it, without r egard to race, color, creed or economic status. 
The ethics of our profe ion have always elevated the value of the life 
of men. It does seem that the time will come when Society in general 
hould give this more than lip ser vice. If man has awakened, we should 
awaken too. We should accept our responsibilities, and preserve the 
sacred inheritance of each and every individual. Above Society, beyond 
Science, contributing our whole economic strength, stands the picture 
of Man. It is idle to peak of civilization and progress, when man 
hungers and withers in despair . Society's task is this onward march 
to a fuller realization that Man is its richest endowment. 
"I doubt not through the ages an increasing purpose runs, 
And the thoughts of men are widened by the process of the Suns." 
The proof of our energy and of the fruit of our minds is in exact 
ratio as they contribute to the life of Man-all Men-making it possible 
for him to find himself, to r ealize his unlimited potentialities; that all 
may finally awaken to the Aristocracy that lies hidden deep within the 
heart of every individual. Surely it is not in finance, nor in imperial 
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aggrandizement, nor in the ruthless will-to-power of the favoured few, 
that there is any value--in that path lies vanity, dust and ashes. The 
test we may well bring home to the 20th century, is our contribution 
to this end; namely, that Man, physically, mentally, completely, shall 
be no longer the impotent frustrated creature of the past, but shall enter 
into his inheritance, and realize all that is his. If you will but glance 
for a moment at the struggle day by day, fearful to so many, the 
economic problems overwhelming in their intensity, the artificial goal~ 
:raised by groups and nations; the heer waste of life going hopelessly 
on, and continuing to go on until such time as we set before ourselves 
this major responsibility, that the chief end and purpo e for which 
society exists is to protect, further and strengthen the values of all of its 
members. It is the sacred and inalienable right-as well as solemn 
duty-of every man to make his contribution, and we render society 
that much the poorer when we neglect the gifts inherent in the life 
of us all. 
Surely the story of history is the view of this principle of the 
surging forward of the spirit of Man. First on one continent, and then 
on another, in every age, we see man developing a unique culture; we 
see its growth, culmination and pa ing, but in dying it adds to the 
great tradition. 
No story of Man's rise would be in any way complete without a 
glimpse of the great romantic period from the 14th to the 19th centuries. 
Possibly more than at any other time in the life of the world we witness 
there an amazing transition bursting upon the universe. Men protesting 
and awakening-a new awareness made itself conscious, and man 
developed an immense scientific, cultural and religious contribution. It 
seemed as if ther~ had come at long la t, at least to the few, a great 
inner awakening-the dawn of a Rational Being. For the first time 
perhaps he glimp ed his infinite possibilities; and he straight-way 
challenged the right of any society or group to lay waste again what 
he would dedicate for the constructive good of ali. 
What rapid pace we see in those great critical advances in central 
Europe; the new world of science urpassing man's wildest dreams; 
industrial advances and technological inventions which now threaten 
to strangle us all. The world of literature, deep and profound, what is 
it all but the evidence that man is finding himself; that he is realizing 
that he has a unique and eccentric contribution to make; that he is 
developing a deep and rising consciousnes ? This is true only of the 
few, and they, alas, ofttimes wildly exploit their opportunities. 
Today the shadow of greatne s is upon us all. Man stands bewil-
dered and overcome by his own discoveries, and for the first time in 
history we are threatened on every hand not by the shadow of the past, 
but by the vision of man' inability to meet the future. 
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One thing stands out, however, and it is this, that over and .above 
all else there is no further advance possible without the fullest apprecia-
tion of the essential centre of value-namely, Man. If we grant this 
premise as a test for conduct and action, we shall gain a very definite 
sense of direction, and offer an enrichment to the principles already 
accepted and glimpsed by society, but by a society which, in their blind-
ness be it said, paid but scant homage in the past. I cannot conceive 
of a society giving this its fullest expression, without believing that we 
should see a march forward and an advance and an enrichment beyond 
that which we have ever known. Man dare not betray our inheritance, 
when once we are openly aware of and conscious of these its values. 
Just how society may best work this out, I leave for those of you 
who are our leaders. "Whosoever will let him take of the water of life 
freely" is not merely an invitation for man to come and drink-it is a 
command to society to unlock the well. 
In the field of education we look for leadership. Whether our educa-
tional standardized product, turned out like so many motor cars, without 
relation to ability or individual promise, which is the present goal of 
the privileged few who can afford it, offers the best in human values, 
I leave for you to judge. We might aim to find out and assort all the 
rich talent at our doors, and give them the fullest opportunity to find 
themselves. Further, it has become a striking indictment of our present 
system that men leave some of our Universities with the one idea of 
just how much they will be able to imitate the bull-trout, the "go-getter" 
of which I spoke to you at the beginning. Apparently we have yet to 
reach the heights already gained by the average ant-heap. 
And if this be the contribution of society, it becomes the duty of 
Man to complement that action. The discovery of Man by Society must 
be met by the growing awareness by Man of his own inner values. Man 
is a social being. Put him apart from his fellowman and he just withers 
and decays. Alone he has no meaning. Within the· boundaries of the 
group he finds the fullest opportunity to realize himself, and fulfill the 
best that is within him. "The strength of the wolf is the pack." 
But the process of this social life teaches us this, that ultimately 
we can only receive in the measure that we are prepared to give. 
Nothing is true in greater degree than this. We have evidence on some 
of our western plains, where man has been farming for forty-odd years, 
taking his crops from the oil year after year, and never putting any-
thing back; now, only to discover that the values within the soil are 
largely gone, and today he has had to pack up his furniture, and all that 
is his, and leave for different parts, where such tragic mistakes have 
not been made. Nature finally protests against the man whose motto 
in life is to take, and not to give, and he ends by going to his grave 
unloved and unfulfilled, and remembered, if at all, only in bitterness. 
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To complete life we must have direction. Direction is more impor-
tant than peed-"raw haste half-sister to delay". You have only to 
think of the student, who, without a goal, makes the poorest showing 
in his studies. Man needs orne vital principle to guide him, ere he can 
find a delight in living and any measure of self-realization. We need 
the discipline of the ideal to bring life into harmony. The glow and 
warmth of the early year cannot be maintained without it. What would 
our Osiers and Listers have accomplished in the absence of it? If we 
forget these things for one moment and allow an ugly will-to-power to 
torment life, and casually trample upon other men's value , that practice 
finally turns and rend us and extinguishes whatever light there be 
within-the only value worth while. 
And so, Mr. President, I come back to you this evening, and to this 
school which has meant so much to me, and reply to your challenge, 
that the years have answered some of the vexed questions which come 
to every man in the course of a busy life. 
If I dared to envi ion a working philosophy for myself it would 
be omething like this: 
Life, how valuable I dare not abuse it. 
Your life, I dare do nothing to hurt or retard it. 
All of life, we must keep its integrity. 
Admitting its lowly origin, we must realize that man's face is 
towards the sun; that history confirm and man's instincts a pire to 
express the inherent greatness of the individual. Man stumbles and 
falls but his general direction is upwards. We see him climbing the 
mountain, and striding ever onwards to his goal. For Destiny has 
marked him for her own; and the Gods come bearing gifts. 
The contribution of this day and age is its growing awareness of 
the value of human life it elf; and its responsibility to ee that every 
man is given the fullest opportunity to make his own unique contribu-
tion to the race. Let u replace fear by this elevation of the Host; a 
complete dedication of man himself as an individual, and society as a 
group, to the fullest r ecognition of all the inner values that are the 
inheritance of every man. 
The Electrocardiograph and Its 
Clinical Value 
By K. H. JOHNSTON, M.D . 
. London, Ontario 
THE use of the electrocardiograph has so thoroughly demonstrated 
its value in the diagnosis, prognosis and to a large extent in the treat-
ment of heart disease, that a general demand by clinicians has been 
created for this specialized type of work during the last decade. 
Since mechanical and technical improvements in the recording 
instruments have been perfected and elaborated to a practical level, a 
tremendous amount of laboratory and clinical research has been carried 
on in this field in recent years. Up to a fairly recent date the most 
valuable contributions of the electrocardiograph have been concerned 
with the physiology of the heart's mechanism. Latterly the electro-
cardiograph has been used extensively in the study of the pathology of 
the diseased heart. Clinical findings and electrocardiographic records 
are being constantly correlated with necropsy evidence, so that, at the 
present time an immense amount of information, physiological, clinical 
and pathological, is being interlaced with the normal and the abnormal 
electrocardiographic findings. To-day, the electrocardiograph is con-
sidered to be one of the most important and useful adjuncts in the realm 
of cardiology and clinical medicine. 
It has been known for a long time that the active portion of a 
tissue becomes electrically negative to the resting portion. In other 
words, a difference of electrical potential develops between the active 
and the inactive parts. When these portions are connected by an 
external conductor, a current called an action current is produced. Every 
muscular contraction is associated with certain electrodynamic phe-
nomena. The cardiac muscle exhibits this change. Since the electrical 
currents (or action currents) from the heart are very weak, special 
refined and delicate instruments are required to lead off these currents 
so that this electrical energy may be demonstrated and measured. Such 
an instrument is the electrocardiograph. 
Koelliker and Mueller (1856) first demonstrated the presence of 
action currents in the heart. Waller (1887) made the first observations 
of these by means of the sensitive capillary electrometer of Lippmann. 
The first satisfactory curves were obtained from the mammalian heart 
by Bayliss and Starling (1892). Finally, Einthoven (1903) introduced 
the string galvanometer and it is this principle which is used in modern 
electrocardiography. 
The electrocardiograph is an instrument used for recording graph-
ically the small electric currents which are elaborated by the heart 
muscle. The electrical energy developed by the heart is transmitted to 
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all portions of the body and the currents may be taken off by leads from 
any parts of the body. Since the heart occupies a triangular area within 
the thorax, the base of the triangle being upward and the apex down-
ward, it has been found that the greatest amount of energy could be 
obtained by placing the electrodes at the angles of this triangle. Thus 
three points at which electrical circuits could be formed were made 
possible. One at the extreme right of the base of the triangle and 
extreme left; another including the extreme right and the apex of the 
triangle, and still another from the extreme left and the apex. These 
circuits became known as leads and it was found that lead I could be 
best obtained from the right and left arms, lead II from the right arm 
and left leg and lead III from the left arm and left leg. For practical 
purposes and by universal agreement these three locations were chosen 
as the most suitable areas on which to apply electrodes and lead off 
the action currents of the heart. A record of lead I is obtained by 
applying electrodes to the right and left forearms; lead II by applying 
them to the right forearm and left leg and lead III by applying them 
to the left forearm and left leg. 
The electrocardiograph is composed principally of a recording 
galvanometer, an optical system, a recording camera, a time recording 
device, appropriate electrodes and a control box. The galvanometer 
consists of a powerful electromagnet between the poles of which an 
exceedingly light string is stretched. This string is usually of quartz 
coated with silver or gold. When a current passes through t he string 
it is deflected at right angles to the magnetic field. If the direction of 
the current in the string be reversed, the latter will move in the 
opposite direction. The movements of the tring can be observed by 
means of a microscope, which passes through a hole in the centre of 
the poles of the magnet. By using a powerful source of light and con-
centrating it on the string by a condenser, the shadow of the stri ng 
can be thrown on a moving camera film and the image photographed and 
recorded. By means of a synchronous time recording device, t he time 
lines on the photographic records are obtained and reproduced on the 
tracings. The heavier lines mark 1/ 5 second while the smaller lines 
indicate 1,125 second. The control box is merely for standardization and 
elimination of ski n currents. 
Since the introduction of instruments utilizing the principle of 
the Einthoven string galvanometer various improvements have been 
added from time to time by the manufacturers. The most important 
change ha been a modification of the Einthoven string, whereby a 
durable wire in the form of a small coil having a minute mirror mounted 
on it is employed. A beam of light is focu ed on this delicate mirror 
and its slightest rotation, greatly magnified, is recorded on the photo-
graphic film . Heart voltages are amplified by means of radio tube 
amplifiers. This improvement allows a rugged galvanometer to be used, 
and permits portability. This new type of instrument is not affected 
by body resistance, therefore no compensation or adjustments, such as 
, 
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neutralization of skin currents or voltages are necessary, as in the 
original instrument. 
ANATOMY AND PHYSIOLOGY 
In order to comprehend the significance of the deflections in the 
electrocardiogram, it is important to correlate them with the origin 
and spread of the excitation wave in the heart. The impulse which 
init iates each beat of the auricles and ventricles originates normally 
in the sino-auricular node which is a club-shaped mass of distinctive 
muscle cells, two centimetres in diameter, situated in the sulcus ter-
minalis on the posterior wall of the right auricle. The fibres of the 
sympathetic and vagus nerves terminate in this tissue. Impulses spread 
radially from the sino-auricular node over the right auricle at a velocity 
of about 600-1200 millimetres per second. The impulses probably reach 
the left auricle by an interauricular band. A part of this spreading 
excitation wave reaches the auriculo-venticular node (a secondary group 
of specialized cells situated at the A-V junction). This node delays 
the impulses for an interval of 0.04 seconds, thus allowing time for the 
completion of the cont raction of the auricles before the contraction of 
the ventricles begins. After reaching the A-V node and the bundle 
of His (situated in the interventricular septum) which are directly 
connected, the impulse travels with great velocity (3-5 metres per 
second) over the two branches of the bundle of His and their ramifica-
tions terminating in a complicated network lining the two ventricles, 
known as the Purkinje system. The endocardial surfaces of the inter-
ventricular septum are excited first, the papillary muscles next, then 
the entire endocardial surfaces of the ventricles and finally the ven-
tricular muscle. The upper parts of the septum are excited first and 
the basal surfaces of the heart last, the left ventircle being excited 
slightly later than the right ventricle. The whole cycle of excitation 
and contraction occupies an interval of less than 0.1 seconds. 
THE ELECTROCARDIOGRAM 
As pointed out above, the electrocardiogram is a graphic registra-
tion of the heart beat. In an electrocardiogram t here are three main 
deflections or waves and t hree minor waves. By universal accept-
ance these waves have been designated, P, Q, R, S, T, and U. These 
letters have no special significance in themselves but are used only as 
a convenient nomenclature. 
The P wave has long been identified with the contraction of the 
auricles. Normally it is well formed, upright and may be notched. Its 
duration is normally up to 0.10 second and its height 0.5 mm. 
The Q-R-S deflection or R wave is known as the initial ventricular 
complex. It is the second wave in the tracing and is the largest and 
most conspicuous. This wave is ident ified with the contraction of 
the ventricles and the deflection is usually upright in all leads. Its 
base normally measures 0.06 to 0.10 second and the height of the R wave 
measures 7 to 17 mm. 
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The third wave of the sequence is the T wave, known as the terminal 
ventricular complex and is the electrical effect pre ent during the latter 
part of the ventricular systole. It is rounded or blunted, and is nor-
mally upright in all leads but may be found flattened, absent or inverted 
in lead III. The meaning and significance of the T wave is at present 
not quite clear, consequently many theories have been advanced to 
explain it. In general, it seems to be influenced by the strength of t he 
cardiac contraction, being larger in the hearts of athletes and still larger 
in the same hearts after exercise. It ranges usually from 1.5 mm. to 
5 mm. in height. 
Of the three minor waves, the U is a small elevation which some-
times follows the T wave. At present there is no clinical significance 
attached to this deflection. The other minor deflections are the Q and 
the S waves, which are practically included with R, forming the Q-R-S 
complex, which is computed usually in a reading as one unit. R is 
usually upright in Q-R-S but Q and S are usually down in the complex. 
The time interval between the beginning of the P wave and the 
upstroke of the Q-R~S complex is very constant, measuring 0.16 second 
in nearly all mammals. This is the P-R interval and normally measures 
0.12 to 0.20 second. This interval is the measure of the time taken 
for the impulse to pass from the sinus node to the ventricles. In other 
words it is the auriculo-ventricular conduction time. It varies with the 
12 UNIVERSITY OF WESTERN ONTARIO MEDICAL JOURNAL 
heart rate, being shorter with the more rapid rates and longer with the 
slower ones. It also tends to be shorter in children than in adults. The 
normal variations are dependent upon the functional condition of the 
conduction system. 
The auricular T wave commences at the end of the P wave and ends 
at the beginning of the Q-R-S grou·p and this deflection is due to the 
contraction of the auricles and it represents the summation of all the 
effects from the lluricular fibres. At present this deflection has no 
clinical importance. The interval following the Q-R-S group and before 
the rise or fall of the first part of the T wave is known as· the S-T 
interval. In normal records its size is never over and usually less than 
1 mm. This interval varies greatly in certain pathological conditions 
and also due to the influence of digitalis. 
Q-R-S-T represents the systolic phase of the cardiac cycle and 
measures normally from 0.32 to 0.42 seconds in duration. The T-P 
interval is measured from the end of the T wave to the beginning of 
the P wave. It represents the diastolic period of the cardiac cycle. 
USE OF THE ELECTROCARDIOGRAPH 
Under normal conditions the specialized portions of the heart main-
tain an orderly function. When, however, such normal relations are 
disturbed by disease or unusual conditions, each part of the heart may 
assume functions not usually within its sphere. An accumulation of 
experimental and clinical data has made possible the interpretation and 
evaluation of many of the deviations from the normal. 
By means of the electrocardiograph one is enabled to study, not 
only the physiology of the mechanism of the heart beat but to observe 
certain features of the pathological or diseased heart. such as the 
various irregularities affecting it, the condition of the heart muscle, 
the size of the individual chambers of the heart, the effect of acute and 
chronic diseases on the myocardium, the response to treatment and the 
action of certain drugs. 
The electrocardiogram affords but one of the many methods for 
examining the heart. Consequently, electrocardiographic findings must 
be correlated with the complete clinical history and the results of the 
examination of the patient. The electrocardiogram serves its most 
useful purpose in the diagnosis of cardiac abnormalities. In the dif-
ferentiation of irregularities of cardiac rhythm it gives practically 
the exact diagnosis and at the same time it provides much valuable 
information as regards the cardiac condition. 
The ordinary irregularities of rate and rhythm such as sinus 
arrhythmia, all degrees of heart block, premature qeats (extrasystoles) 
auricular fibrillation, auricular flutter, the tachycardias and brady-
cardias may be easily and accurately diagnosed by the electrocardiogram. 
Clinically the majority of these irregularities may be recognized but in 
cases where an electrocardiogram is recorded we not only have the 
exact diagnosis of the major disturbance, but also a clue in many 
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instances as to the cause of it and information as to the exact mechanism 
of the disorder, its seriousness and prognosis and possibly indication 
as to treatment is provided as well. 
The origin of premature beats (extrasystoles), whether they arise 
in the auricles, ventricles or the A-V node, is important, particularly 
in a diseased heart, because if the disease focus be in the auricles, the 
sequel of auricular myocarditis is fibrillation; if it be in the ventricles, 
the sequel is cardiac failure and if in the A-V node the sequel is heart 
block. 
The tachycardias, whether physiological or pathological, may be 
differentiated exactly by the interpretation of the cardiogram from a 
given case. The pathological tachycardias are paroxysmal in type 
(starting and stopping abruptly) and usually have higher rates than the 
physiological types. Paroxysmal tachycardia may originate in any part 
of the auricles, ventricles, or in the auriculo-ventricular junctional tissue. 
The auricular and nodal types are more common and less important 
than the ventricular varieties. Paroxysmal ventricular tachycardia 
always carries with it the danger of a supervening fatal ventricular 
fibrillation; hence it is important, both from the point of view of diag-
nosis and treatment, to know whether the paroxysmal tachycardia be 
of auricular, nodal or ventricular origin. 
In cases with clinical enlargement of the heart we are able to deter-
mine with a fair degree of accuracy, whether it is the right or left 
ventricle which is affected chiefly. The electrocardiogram will indicate 
and point to the presence of auricular hypertrophy. It has not been 
possible to differentiate up to the present between right and left 
auricular enlargement. 
The electrocardiogram presents photographic evidence of serious 
myocardial conditions, otherwise recognized with difficulty or not at 
all. Particularly is this so in the diagnosis of acute coronary occlusion. 
Its use is well warranted in every case suspected of suffering from 
this condition either to corroborate or to refute the clinical diagnosis. 
Electrocardiographic studies have probably done more to clarify the 
diagnosis of acute coronary thrombosis or infarction than any other 
method of investigatipn. Records obtained in coronary t hrombosis give 
pathognomonic evidence in practically every instance and electrocardio-
graphic changes may develop a early as one hour after the occlusion. 
in many cases the particular area of t he heart that is damaged may be 
located by the proper interpretation of the record. 
Cases with heart damage resulting from coronary sclerosis often 
show abnormal changes in the electrocardiogram even although the heart 
may not be enlarged. The anginal syndrome frequently produces changes 
in the electrocardiogram. Also we may derive valuable information 
a to the state of the heart muscle, auricular or ventricular, whether 
it be in a poor physiological condition, whether it be poorly nour-
ished or not, whether there be diffuse or focal disease present and 
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whether the disease affects the bundle branches with their subdivision · 
and ramifications. 
Also information may be derived as to the integrity of the myo-
cardium during or after acute infectious diseases, whether there be a 
mild or advanced degree of heart block resulting from the infection or 
whether the myocardium be damaged and the extent of the injury. By 
follow-up records we may determine the response of the heart to con-
valescence and treatment. In many such cases we see changes in the 
electrocardiogram due to chronic myocardial disease. The electrocardio-
gram gives us direct evidence of disease in the ventricular muscle. 
Since most congenital abnormalities of the heart throw a greatly 
increased strain upon the r ight ventricle the resulting hypertrophy 
affects the size and direction of certain waves of the tracing and thus 
where a congenital abnormality had previously not been suspected, the 
electrocardiogram may furnish evidence of its presence. 
As to valvular defects, these cannot be accurately diagnosed without 
the aid of clinical findings. As mitral stenosis causes considerable 
hypertrophy of the auricles and since the auricles are usually in a 
diseased state in this condit ion such features may be represented in the 
electrocardiogram, pointing t o the presence of the abnormality. Again 
in aortic regurgitation and mitral regurgitation we may have cause to 
suspect their presence by recorded evidence. 
It is important and useful to obtain a cardiogram in those cases 
of aortic regurgitation with a diastolic rumble at the apex, thought 
to be due to the so-called Flint mechanism. A right axis deviation 
(denoting right ventricular hypertrophy) in the electrocardiogram will 
alter the interpretation to a mitral stenosis. 
Patients with acute rheumatic fever usually show abnormalities in 
the electrocardiogram. These usually disappear as the acute phase of 
the condition subsides but they may persist in subsequent cardiogram 
records long after the time when the infection has disappeared else-
where and thus possibly indicate the necessity for continued treatment. 
Electrocardiographic abnormalities are likely to be present in 
chronic rheumatic valvular disease, especially in those cases with symp-
toms such as palpitation, shortness of breath or pain. These cases, with 
myocardial abnormalities in t he electrocardiogram plus valvular disease, 
are not so apt to recover with treatment as are those with valvular 
disease and normal electrocardiograms. 
Repeated electrocardiographic examinations are often of value in 
determining whether a disease condition is advancing, is improving or 
is arrested. Irregularities such as sinus arrhythmia and premature con-
tractions may be distinguished from those which would indicate serious 
cardiac disease as heart block, auricular fibrillation and auricular flutter. 
The effects of digitalis t herapy may be checked from time to time 
by electrocardiograms. It will not only show how the drug is acting 
but whether it has been given in sufficient dosage or whether the danger 
point in dosage has been reached. 
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In the diagnosis of heart block the electrocardiograph has proven 
to be of the utmost value. Fir t degree heart block or prolonged con-
duction time is one of the most frequent and most common electrical 
disturbance which occur during or after acute infections. This type 
of heart block presents no clinical evidence and can be detected only by 
means of the electrocardiograph. A prolonged conduction time demand 
further treatment and a protracted convalescence. 
Second degree heart block may be uspected because of a slow pulse 
and occa ional dropped beats. Here again corroborative and definite 
evidence i supplied by an electrocardiogram. The immediate prognosis 
in this condition is governed slightly by the number of dropped beats 
per minute but the quality of the ventricular muscle (its relative free-
dom from disease) is alway the predominant factor in the prognosis 
and this may be determined by examination of the ventricular complexes 
in the cardiogram. 
Individuals with bradycardia should be ubjected to an electro-
cardiographic examination, a complete heart block may be present. In 
this condition the bundle of His no longer conducts impulses from the 
auricle to the ventricles but the auricles re pond in a normal manner 
to impul es arising in the sinus node. Since these impulses are blocked 
in the bundle of Hi , the ventricles a sume a rhythm of their own and 
thus we have two distinct and separate rhythms, auricular and ven-
tricular. Acquired complete heart block usually presents a rate of 30 
to 40 beats per minute. It is not unusual for complete block to occur 
with a rate of 40 to 50 or even 60 beats per minute. The e are more 
often the congenital type of block. 
One of the most important but not infrequent and serious disorders 
which affects the heart is bundle branch block or incomplete heart block. 
In this condition one of the two main branches of the bundle of His fails 
to conduct impulses to its respective ventricle. Consequently impulses 
reach that ventricle by way of the other branch of the bundle and by 
the interventricular septum. Thi disease is diagnosed as a rule only 
by means of the electrocardiogram and its presence is usually indicative 
of widespread myocardial damage. It is often associated with angina 
pectoris, hypertension or coronary artery disease and so patients with 
uch symptoms should be invest igated with coronary disease in mind. 
The prognosis a to length of life is usually from one to three year 
from the time of its recognition by the electrocardiogram. 
Auricular flutter may be diagnosed ea ily and definitely by an 
electrocardiogram. In long standing cases, the ventricles may beat 
slowly and perhaps be irregular due to blocking of the impulses in the 
bundle of His. Digitalis medication will also slow the heart rate and 
make it irregular. Such a ca e with irregular rhythm will simulate the 
rhythm of auricular fibrillat ion on clinical examination and perhaps 
be diagnosed as auricular fibrillation. An electrocardiogram is useful 
in all cases of fibrillation and flutter. It will furnish evidence in auricular 
flutter of the degree of blocking of impulses in the bundle of His. It 
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will perhaps modify the treatment of it and it will serve as a check on 
the therapeutic measures employed. 
In patients over 45 pears of age, and particularly those past 50, who 
present the features of an acute upper abdominal catastrophe with pain, 
vomiting, rigidity, etc., it is extremely advisable to have an electro-
cardiographic record. A considerable number of individuals with 
coronory occlusion have the pain confined to the upper abdomen during 
the first 12 to 24 hours and the whole picture may simulate an acute 
abdominal condition. Since the diagnostic changes appear in the electro-
cardiogram shortly after coronary occlusion in a high percentage of 
cases, such an individual should undergo an electricardiographic exam-
ination immediately as an aid toward the differential diagnosis between 
abdominal and a cardiac disease. 
An examination of the heart is as incomplete without an electro-
cardiogram as it is without auscultation or a determination of the size 
of the heart. By omitting any of these methods we may deprive our-
selves of information of considerable value relating to diagnosis, prog-
nosis and treatment of myocardial disturbances. 
CURED OF RHEUMATISM BY STINGS OF BEES-ANOTHER NEW 
TREATMENT FOR RHEUMATISM 
London-Bee stings as a cure for rheumatism are advocated by one 
of the exhibitors at the National Honey Show, which was held this 
month at the Crystal Palace. 
He is Mr. W. A. Whitman, of Thornton Heath, Surrey, and he aid: 
"A few years ago I suffered very badly from rheumati m. I had 
to take to my bed, sometimes for weeks at a time. Three years ago I 
took up bee-keeping after a long interval. 
"Like all bee-keepers, I wa stung frequently. The more I was 
stung, the less I was troubled with rheumatism. This year I have been 
stung hundreds of times. My rheumatism has gone. 
"I hardly feel the bee sting . One becomes inured. Apparently 
the sting leaves an antitoxin which protects one again t ub equent 
attacks. 
"Sufferers with rheumatism are less subject to welling from bee 
stings than other people, and they feel less pain. At the Bath and We t 
Show last year a woman, with her finger joint swollen with rheumatiRm, 
allowed me to put a bee on one of t he affected parts. 
"It stung her, but he did not feel it. Now I believe, he is having 
a course of bee stings." 
The Indications for Peroral Endoscopic 
Examination 
B y FRANK S. KENNEDY, B.A., M.D., M.S. (in Med.) 
London, Ontario. 
I T is a general opinion, I believe, that peroral endoscopy, under which term I include oesophagoscopy and bronchoscopy, is a recent addition 
to the wonders of medicine. This is not o, for in the ninth century 
Rhazes is credited with the construction of an instrument for the 
removal of foreign bodies from the oesophagus. However, very little 
progress was made in thi field until 1897 when Gustav Killian removed 
a foreign body from the bronchus through a bronchoscope. In 1898, at 
the Massachusetts General Ho pital, Algeron Collidge, Jr. , is reputed 
to have removed for the first t ime, in the United State , a foreign body 
through a tube. Since then Chevalier Jackson's name has gone far and 
wide as the foremost peroral endoscopist on this continent. Prior to 
the past fifteen year , work was confined almost entirely to the removal 
of foreign bodies from the food and air pas ages. In recent years, how-
ever, the indications for the use of the peroral endoscope have gradually 
multiplied until, at present, direct examination i indispensable in the 
diagnosis and treatment of many pulmonary and oesophageal affections. 
For the purposes of di cussion, I have classified below the lesions 
of the lungs, the tracheo-bronchial system and the oesophagus in which 
endoscopic examination is indicated. 
Indications for Bronchoscopy: 
A. Bronchial Obstruction. 
( 1) Congenital stenosis 
(2) Foreign bodies 
(a) Extrinsic 
(b) Intrinsic 
(3) Tumours 
(a) Benign 
(b) Malignant 
(c) Metastatic 
(4) Inflammation 
(a) Acute 
(b) Chronic 
( 5) Post-operative pulmonary atelectasis 
( 6) Extra-bronchial pressure 
B. Pulmonary Suppuration. 
( 1) Bronchiectasis 
(2) Lung Abscess 
C. Pulmonary Haemorrhage. 
D. Unexplained Fever. 
E. Asthma. 
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Indications for OesophagoscOp'IJ: 
A. Congenitallesions. 
B. Foreign body. 
C. Tumours. 
(1) Benign 
(2) Malignant 
D. Haemorrhage. 
( 1) Varicosities 
(2) Ulcerations 
E. Benign stricture and diverticulum (Rarely). 
F. Dysphagia of unknown origin. 
BRONCHOSCOPY 
Bronchial obstruction may be partial, complete or valvular. In the 
partial type we may have emphysema and bronchiectasis developing 
distally to the stenosis. The partial stenosis may become complete inter-
mittently and there follows, as in complete stenosis, an atelectasis of 
the tributary lung parenchyma. In the valvular type of obstruction, 
when the air cannot escape through the bronchus, a bullous emphysema 
results. 
In dealing with congenital stenosis of the bronchi, one is apparently 
treading on uncertain ground because, as Miller has pointed out. the 
bronchioles of the infant become the cartilaginous bronchi of the adult 
and the air vesicles of the infant become the bronchioles of the adult. 
Hence, when one finds a stenotic bronchus in an adult without an ante-
cedent history of a process which might have caused it, and is tempted 
to call it congenital, he is not at all sure that this obstruction has not 
occurred in early childhood either from some arrest of growth at a 
particular point or from some infection. Congenital stenosis must be 
exceedingly rare. The type in which the bronchoscopist can be of some 
aid is that in which a very small lumen or a fish-mouthed bronchus is 
present. These can be dilated quite satisfactorily. 
Little need be said about the extrinsic foreign bodies, except t hat 
they should be removed as soon as possible after inhalation. Vegetal 
matter, such as the various kinds of nuts and grains, produces a tenaci-
muco-purulent type of bronchitis and bronchiolitis which in babies all 
too frequently terminate fatally, even after the foreign body has been 
removed. Metallic substances are not so prone to produce this 
complication. 
Intrinsic foreign bodies or pulmonary calculi are the result of the 
ulceration of calcified lymph nodes through the wall of a bronchus. 
These cases usually are not diagnosed as such by physical and x-ray 
examinations unless the patient gives a history of having coughed up a 
stone previously. Lung abscess or primary carcinoma of the bronchus 
is the usual clinical diagnosis. Thus the bronchoscope is the instrument 
through which the differential diagnosis is made and the calculi removed. 
Benign tumours of the tracheo-bronchial system are rare and 
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almost all types have been found. Their location in the bronchi and 
their size determine the symptoms and the physical findings. In such 
cases direct examination is the only means by which a diagnosis can 
be made and the only way in which treatment can be applied. 
Most authorities are of the opinion that the incidence of broncho-
genic carcinoma is increasing. The history of a cough of rather short 
duration, a small amount of sputum which is frequently bloody, pain in 
the che t and an area of dullness with distant or absent breath sounds 
in a patient of the cancer age, which by the way seems to be creeping 
down to the thirty-year mark, should make one consider the possibility 
of carcinoma. An x-ray shadow about the hilus which is not within 
the exact limits of the normal hilar harlow, or the presence of a trian-
gular area of den ity suggesting atelectasis i sufficient basis for a 
bronchoscopic examination. 
Metastatic growths in the bronchi are rare but they may be encoun-
tered. One case with which I am familiar was a metastasis from a 
hypernephroma. 
Whooping-cough, measles and influenza are notable for their bron-
chial complications. Bronchiectasis and bronchial narrowing sometimes 
result. The stenosis, which is usually partial, may be due to cicatricial 
contraction within the bronchial wall or may be the result of peri-
bronchial fibrosis. These lesions respond readily to dilatation. 
Of the chronic infections causing bronchostenosis, the granuloma 
group predominates. Tuberculosis i an active offender in this respect 
producing obstruction either by contraction of an ulcerating process or 
occasionally by the formation of a tuberculoma. Rarely, syphilis may 
produce a gumma in the tracheo-bronchial system. 
Of interest to the surgeon are tho e patients who, for no apparent 
reason, on the second or third po t-operative day, develop a sudden 
attack of dyspnoea with an en uing low-grade fever . On examination, 
some part of, or the entire lung, is dull with distant breath sounds and 
the mediastinal contents are displaced to the affected side. X-ray study 
reveals a lobar atelecta is or a massive collapse. This complication can 
be terminated readily by passing a bronchoscope and aspirating the 
mucous plug which is obstructing the bronchus. 
Occa ionally one may find a partial stenosis of the bronchus with 
an essentially normal appearing mucous membrane. The x-ray may 
have revealed an enlarged hilar or mediastinal shadow. Enlarged hilus 
nodes, mediastinal tumours and large ubsternal goiters may produce 
narrowing of the trachea and bronchi. 
T believe that every case of bronchiectasis should be bronchscoped 
at least once. Frequently, a steno i of the bronchu is found and this 
can be dilated readily, allowing freer drainage from the bronchiectatic 
cavities. Bronchiectases which clinically and roentgenologically are 
unilateral, on broncho copic examination may be found to be bilateral. 
These cases are suitable. clinically, for some type of surgical treatment 
but actually they are not suitable. For this reason bronchoscopy is a 
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great aid in selecting such patients for operation. Then there are the 
cases with a very pr fuse, foul bronchial drainage, in whom periodic 
aspiration gives symptomatic relief for a time, making them le s 
obnoxious to those about them. 
Bronchoscopy has proved to be a material aid in the diagnosis and 
treatment of lung abscess. It has been estimated that 50 per cent of 
untreated cases of lung abscess terminate fatally. Moersch, in a series 
of 19 cases treated bronchoscopically, reported satisfactory results in 
84 per cent. One patient died after returning home, presumably from 
his pulmonary disease, although the actual cause of death could not be 
ascertained. Treatment is directed at drainage of the abscess by dilating 
the opening into the abscess and aspirating the pus. In cases of abscess 
due to inhaled foreign bodies, removal of the foreign bodies is all that 
is required. Not so, however, with the removal of pulmonary calculi, 
for the abscess formed by them does not become obliterated and healed 
so readily. 
Bronchoscopy is indicated in cases of pulmonary haemorrhage, the 
aetiology of which is obscure. Many times, early bronchiectasis is found 
to be the causative factor. Frequently it is necessary to know from 
which lung the bleeding comes and clinical examination does not fu rnish 
the desired information but direct examination will quickly determine it. 
In cases of unexplained fever, bronchoscopic examination occa-
sionally will reveal the cause such as a bronchiectasis located in a small 
bronchus in the left lower lobe, behind the heart, the cardiac shadow 
having obscured the visualization of this lesion in the roentgenogram 
of the chest. 
Since the early part of this century, numerous bronchoscopists have 
noted definite benefit from the a piration of the thick tenacious secretion 
found in cases of chronic bronchial asthma. Probably only those patients 
who have had prolonged attacks without relief from the usual anti-
asthmatic treatment are suitable for this method of therapy. 
0ESOPHAGOSCOPY 
Oesophagoscopy should not be attempted as lightly as bronchoscopy. 
The risk in passing a bronchoscope is almost nil but in oesophagoscopy 
the ease with which the scope may be forced through the oesophageal 
wall creates a very definite risk. This accident is always complicated 
by a mediastinitis which nearly always terminates fatally. 
The indications for oesophagoscopy are not as clear-cut a those 
for bronchoscopy. The history and x-ray findings are frequently diag-
no tic and with the aid of the dilating sound usually all the information 
required is at hand. In the case of carcinoma of the oesophagus, tissue 
is picked up in the wire spiral of the dilating olive in many instances 
which is satisfactory for pathological diagnosis. 
I shall not enter into a discussion of the different types of con-
genital abnormalities of the oesophagus. Suffice it to say that direct 
examination is a great aid in the diagnosis and this has been used in 
treatment in a few such cases with success. 
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A foreign body is a definite indication for direct examination, even 
if it is merely suspected. These usually occur either in childhood or 
when the artificial denture stage has been reached. A foreign body in 
the oesophagus should be removed without loss of time because ulcera-
tions occur rapidly in the oesophageal mucosa and this may lead to 
perforation and mediastinitis. 
As stated above, carcinoma, in a large percentage of cases, can be 
diagnosed pathologically without oesophagoscopy. However, doubtful 
cases should be examined directly. Some endoscopists are implanting 
radium into the tumours through the scope. The results obtained are 
variable but a few cases of cure ( ?) have been reported. 
Varicosities of the oesophagus ometimes can be demonstrated by 
x-ray and they can be seen through the oesophagoscope. They are a 
source of haemorrhage. To be differentiated from this cause of bleeding 
are the different types of ulceration; luetic, tuberculous and the so-called 
peptic ulcer of the oesophagus which are rare. 
Only when the diagnosis of uncomplicated benign stricture is in 
doubt should direct examination be made. Also, in the case of diverticu-
lum, no additional information can be gained from direct visualization 
unless some complicating factor be suspected, as, for example, the occur-
rence of cancer in the diverticulum. 
There are occasional problems which present themselves which are 
not classifiable; consequently one mu t use his own judgment in advising 
or discouraging direct oesophageal examination. 
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MATERNAL IMPRESSIONS 
The fo llowing rather far-fetched tory of pre-natal influence ha 
gone the round of the newspapers some time ago: 
One of the trangest mental experience i related by Admiral Mark 
Kerr. It wa a case of pre-natal influence, "Mayfairy" in the Sunday 
Chronicle. The Admiral said that he knew of t he case of a girl who 
had to undergo an operation. Whilst she was under t he anae thetic 
she suddenly began to speak extract from Goethe in perfect German. 
When he came round, however, the doctors discovered to their astoni h-
ment that she did not know a single word of the language. Three month 
before she wa born, it transpired, t hat her mother, who was an excellent 
German cholar, had been in the habit of reciting these particular 
passages. 
Medical Men • 1n I~oetry 
By W. P. TEW, M.B. (Tor.) 
London, Ontario 
I DO not purpose in this paper to eulogize the medical profession. Let the final sum of the efforts for human welfare of that profession 
speak for itself. I simply wi h to direct attention to a certain element 
of the profession which has broadened out to seek relaxation in other 
fields of endeavor, either while still meeting the demands of their chosen 
vocation, or after they have r elinquished the actual practice of medicine. 
I propose to confine this paper to the medical men who have made 
notable contributions as poets. 
A more beautiful or sincere tribute to the medical profession has 
never been paid than that which has emanated from the pen of Robert 
Louis Stevenson when he said: "There are men and classes of men 
that stand above the common herd; the soldier, the sailor, and the 
shepherd, not infrequently; the artist rarely, more rarely still the clergy-
man; the physician almost as a rule. He is the flower (such as it is) 
of our civilization; and when that stage of man is done with and only 
remembered to be marvelled at in history, he will be thought to have 
shared as little as any in the defects of the period, and most notably 
exhibited the virtues of the race. Generosity he has, such as is possible 
only to those who practice an art, never to those who drive a trade ; 
discretion, tested by a hundred secrets; tact, tried in a thousand em bar-
. rassments; and what are more important, Herculean cheerfulness and 
courage. So it is that he brings air and cheer into the sick room and 
often enough, though not so often as he wishe , brings healing." 
SIR THOMAS BROWNE (1605-1682) 
Sir Thomas Browne was borne in London on October 19th, 1605. 
His father was a prosperous mercer and a member of a good Che hire 
family. He was educated at Winc?ester College and at Broadgate Hall, 
Oxford, which during his residence became Penbrook College. He 
obtained his B. A. degree in 1626 and his M. A. in 1629. He then began 
to study medicine and later pract iced for a time in Oxfordshire. Early 
in life be visited Ireland and the Continent. He spent considerable time 
in Montpellier, Padua and Leyden. In 1633 he acquired the degree of 
Doctor of Medicine at Leyden. In the same year he returned to England 
and began to practice at Shipden Hall near Halifax. In 1637 he got 
his M. D. at Oxford and then settled at Norwich. There he ended his 
career 45 years later. Thus he laid a profound foundation for his life's 
work in medicine. 
He made an extremely happy marriage in 1641 and his life from 
then was apparently placid and beautifully filled with hi family life, 
the writing of scientific papers and to some degree the practice of 
medicine. His first and perhaps most distinguished book, "The Religio 
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Medici", was written in 1635. He distributed manuscript copies of this 
among his f riends and later published an authorized edition. It was 
immediately translated into Latin and later into Dutch, French and 
German. In 1658 "Urn Burial" appeared, and in the same year, "The 
Garden of Cyrus". The remainder of his life was apparently uneventful. 
In 1664 he was elected an Honourary Fellow of the Royal College of 
Physicians. In 1671 he was knighted by Charles II , mainly because 
the Mayor of Norwich refused the honour. He never was a fellow of the 
Royal Society. It is said that this may have been on account of the 
splendor of t he style of his writing since the Royal Society aimed at 
plainness of speech. Sir Thomas died on his birthday in 1682. His 
"Christian Morals" was not published until 1716. 
Sir Thomas laid himself open to a certain amount of mi conception. 
His views were so liberal and so eclectic that he was classed as a Roman 
Catholic by some and as a Quaker by others. His attitude towards 
religion was much like Pope's towards politics : 
"In moderation placing all my Glory, 
While Tories call me Whig and Whigs a Tory." 
In fact, his religion was that of all sensible men, but unlike many 
sensible men he endeavoured to tell it to others. It is said that Browne, 
Milton and Taylor are our three greatest writers of richly embroidered 
prose and t he greatest of these is Browne. 
In "Religio Medici" we find him expressing himself in his most 
natural and characteristic style. Certain parts of it are written in prose 
fashion , in a style of English that most closely resembles that of poetry: 
1. "For my Religion, though there be several circumstances that 
might persuade the word I have none at all, (as the general 
scandal of my Profession, the natural course of my studies, the 
indifferency of my behaviour and discourse in matters of 
Religion, neither violently defending one, nor with that common 
ardour and contention opposing another) ; yet, in despight 
hereof, I dare without usurpation assume the honourable stile 
of a Christian." 
2. "I could never divide myself from any man upon the difference 
of an opinion, or be angry with his judgment for not agreeing 
with me in that from which perhaps within a few days I should 
dissent myself." 
3. "We term sleep a death ; and yet it is waking that kills us and 
destroys t hose spirit s that are the house of life." 
"The night is come, like to the day, 
Depart not Thou, great God, away, 
Let not my in , black as the night, 
Eclipse the lustre of Thy light; 
Keep still in my horizon ; for to me 
The sun makes not the day, but Thee, 
Thou, Whose nature cannot sleep, 
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On my temples sentry keep; 
Guard me 'gainst those watchful foes, 
Whose eyes are open while mine close; 
Let no dreams my head infest, 
But such as Jacob's temples blest. 
While I do rest, My Soul advance: 
Make my sleep a holy trance: 
That I may, my rest being wrought, 
A wake into some holy thought; 
And with as active vigour run, 
My course, as doth the nimble Sun, 
Sleep is as death; 0 make me try, 
By sleeping, what it is to die; 
And as gently lay my head 
On my grave as now my bed; 
However I rest, great God, let me 
Awake again at last with Thee; 
And thus assur'd, behold I lie 
Securely, or to awake or die. 
These are my drowsie days ; in vain 
I do now wake to sleep again : 
0 come that hour, when I shall never 
Sleep again, but wake for ever." 
OLIVER GOLDSMITH (1728-1774) 
Oliver Goldsmith was born at Pallas, Longford County, Ireland, on 
November lOth, 1728. That was the year in which Gay produced "The 
Beggars Opera" and Thomson "Spring". Goldsmith's father was a 
clergyman and his school days as a boy at W estmeath were unsatisfac-
tory. In 17 44 he went to Trinity College where he seemed unable to 
make successful progress. His mother, then a widow, had considerable 
difficulty in supporting him during his attempted college life. She 
endeavored to send him to America without success. Finally his uncle 
sent him to Edinburgh to st udy medicine in 1752. This also was an 
unsuccessful venture. He spent his time in loafing and gambling. He 
had no inclination at that time to make use of the opportunities which 
were presented to him through the efforts of his relatives. In 1754 he 
went to Leyden and pretended to study medicine. He left for a hike 
across the continent and during the following year we find him playing 
a flute and singing Irish songs from door to door for a livelihood. He 
returned with a somewhat mythical degree from Leyden in 1756. For 
. the next three years we find him in London as an assistant to an 
apothecary. This appointment gave him at least his bread and butter. 
During this time he began to write and "Enquiry into the Present State 
of Learning in Europe" resulted. In 1761 Johnson was attracted by 
his writings and made a personal acquaintance of Goldsmith. In 1764 
he had gained sufficient distinction that he became a member of the 
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famous Literary Club. The early members of this club included Johnson, 
Reynolds, Boswell, Garick and Burke. The rest of Goldsmith' life was 
spent in or near London as a writer. He died on April 4th, 177 4, and 
was buried near Temple Church. 
Goldsmith was an essayist and a critic, a story writer, a poet and 
a comic dramatist. One of hi earlie t and greatest achievements was 
"The Vicar of Wakefield" . Others included "The Deserted Village", and 
" he Stoops to Conquer". In the e we find plain language of ancient 
faith and sincerity. The locality of "The Deserted Village" is supposed 
to be Lissory where his brother Henry had lived. A quotation from 
"The De erted Village" follows: 
" Near yonder copse, where once the garden smiled, 
And still where many a garden-flower grows wild, 
There, where a few torn shrubs the place disclose, 
The village preacher's modest mansion rose, 
A man he was to all the country dear, 
And passing rich with forty pounds a year. 
Remote from towns he ran hi godly race, 
Nor e'er had changed, nor wish'd to change, his place; 
Unskilful he to fawn, or seek for power, 
By doctrines fashion 'd to the varying hour; 
Far other aims his heart had learn'd to prize, 
More bent to raise the wretched than to rise." 
JOHANN WOLFGANG GOETHE (1749-1832) 
Goethe was born at Frankfort-on-the-Main, on August 28th, 1749, 
and he died on March 22nd, 1832. He was successor to Voltaire and 
Rousseau. The most invulnerable of Goethe's writing are aid to be 
his lyrical poem ; against the best of which criticism can allege nothing. 
They need no interpreter. If Goethe is to be represented by one ingle 
work it would be "Faust". He wa continually making additions to 
"Faust" throughout his life so we find in it ultimately the impressions 
of Goethe during youth, manhood and old age. The early part of 
"Faust " was written while he was a tudent in Stra sbourg. The next 
section, composed during manhood, appeared while he was in Frankfort. 
Subsequently he added two cenes while he was living in Rome. 
At the age of 16 he left Frankfort for Leipzig to attend the 
University. It appear that only one of the professor seemed to impres 
him, namely, Gellert. It wa there that he had his first love affair, with 
the daughter of a wine merchant. he wa the Annette poken of in 
his lyric discovered in 1897. His stay in Leipzig was cut hort on 
account of ill-health. He had a severe haemorrhage and was obliged to 
take everal months' rest. His father then ent him to Stra bourg to 
r e ume hi legal studies. While there he continued to write lyrics and 
it was during t hat t ime that he began one of his most important 
drama . In August, 1771, he completed hi law course and began to 
practice that profession. ' ' 
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Goethe had diversified interest in life, he was interested in pure 
science, but there is no definite record of his ever having acquired a 
medical degree but he was particularly interested in Zoology and he 
wrote several articles describing the bony anatomy of some of the 
lower animals. 
QUOTATION OF GOETHE'S FATHER 
"All I have had to do I have done in kingly fashion," he 
said. "I let tongues wag as they pleased. What I saw to be 
the right thing that I did." 
QUOTATION OF GOETHE'S MOT1-IER 
"Never demoralize anyone, always seek oQ.t the good that 
is in them and leave that which is bad to Him Who made 
mankind, and knows how to round off the angles." 
(To be continued) 
Foreign Body in the Rectum as an Aetiological 
Factor In Ischiorectal Abscess 
A REPORT OF A CASE 
By JOSEPH M. JANES, '36 
A FARMER, aged 54, pre ented himself complaining of intense pain in the perineum just to the left of the anal orifice. The history 
disclosed that for the previous six months he had noticed that his stools 
were black and that they appeared to have been cut in two as by some 
sharp object. Mucus had been present in the faeces for 15 years. He 
experienced considerable vague abdominal pain and a "draggy" feeling 
for 30 years. During boyhood he swallowed and passed, per rectum, 
three coppers. 
Physical examination revealed a poorly nourished male of small 
stature with a palpable mass in the left hypochondrium. A left-sided 
hydrocoele existed and there was an area of inflammation and exqui ite 
tenderness over the left ischiorectal fossa. 
A diagnosis of ischiorectal abscess was made and an operation for 
this condition was advised. On inserting a finger into the rectum, the 
surgeon felt a sharp prong. At first, he was unable to remove it but 
after gentle traction and manipulation there was brought into view 
what appeared to be the intact wishbone of a small fowl, one arm of 
which had perforated the rectum and protruded into the ischiorectal 
fossa. One prong of the bone measured 1 inch and the other 11f2 inche 
in length. The abscess was opened and packed with vaseline gauze and 
the patient left the hospital after four days. 
SUMMARY 
A foreign body in the form of a wishbone which had been in the 
intestinal tract for an unknown length of time had finally perforated 
the rectum and caused an ischiorectal abscess. 
Thanks are due to Dr. J . R. M. Martin, ~hath am, . for allowing this case to 
be reported. 
Multiple Epithelioma Following 
Arsenical Keratosis 
A REPORT OF A CASE 
By W. C. SCHAERRER, B.A. '36 
T HE following case report is submitted because it is unusual for arsenical keratoses of the palms and soles to degenerate into 
multiple epitheliomata. ~ Only about 15 authentic cases of the occurrence 
had been reported up to 1932, and in these the epitheliomata invariably 
occurred in connectior with the taking of small doses of arsenic over 
a prolonged period o!H'time. 
J. C. White, of Boston, in 1885, and Sir Jonathan Hutchinson, of 
London, in 1888, were the first to report cases of "Arsenical Cancer." 
Since then, such well-known dermatologists as Walker, Ormsby, Pusey, 
Senear, and Wile have recognized the condition. 
CASE REPORT 
A Mexican labourer, aged 63, entered the Kansas City General 
Hospital, in May, 1934, complaining of "heart trouble" and " ores" on 
his right foot and left hand. No family history could be obtained. He 
had three children, all of whom were over 21 years of age and in good 
health. From 1898 to 1903, he worked in a silver refinery and smelter 
in the town of Mapimi, State of Durango, Mexico, where he handled 
large quantities of raw silver ore. He first noticed "callouses" on his 
hands a month and a half after he assumed the occupation. They 
persisted and increased in number and size. He said that many of the 
workers had similar "callouses" on their hands and feet. In 1904, he 
worked as a bricklayer for a short time; afterwards he was employed 
in the sugar-beet fields until 1914. From 1914 to 1930, he was engaged 
as a section hand on the railroad. In the autumn of 1931, he entered 
the hospital with a sore on the ball of the right foot, which was 
diagnosed as a malignant lesion and it was cauterized. The condition 
reappeared in 1933 at which time a similar lesion was present on the 
thenar eminence of the left hand. 
Physical examination showed marked keratosis of the palms and 
soles. There was a lesion on the inner surface of the thumb which 
measured 20 mm. in diameter and 4 mm. in height. It was rough, 
granular and firm. On the ball of the right foot there was a similar 
ulcer which was twice as large as the one on the hand. The right leg 
showed marked gangrene which extended from the toes to the junction 
of the lower and middle thirds of the leg. The line of demarcation 
was sharply defined. The inguinal glands were enlarged, firm and fixed. 
The skin of the extremities showed large pigmented areas which 
were circular and measured from 4 to 6 mm. in diameter. They were 
of a purplish colour, pruritic, and were recognized as arsenical melano-
derma. Cardiac decompensation existed . 
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The Wassermann test on the blood was negative on three occasions. 
The Kahn test was negative twice and positive once. No history of 
syphilis could be obtained. He denied ever having received treatment 
for that condition and no indication of lues could be ascertained from 
a neurological examination. 
A biopsy was performed on the lesions on the foot and the hand 
and a pathological diagnosis of a squamous-cell carcinoma was made. 
In July, 1934, the man suffered terrific pain and he was re-admitted 
to the hospital. At this time the inguinal glands had broken through 
the skin. He had an irregular type of fever with a temperature of 
100° to 105" F. He showed signs of mental changes, his condition 
gradually became worse and he died after two weeks. 
Fi~r. 1-Epithelioma of the hand followin~r lli'1M!nieal keratoeia. 
AN EPITOME OF THE MICROSCOPICAL POST-MORTEM FINDINGS 
Foot: A section from a tumour of the foot showed squamous-cell 
carcinoma with peculiar dendritic invasions into the subcutaneous 
tissues. The epithelial cells looked like a tangled mass of fibrils with 
large vesicular nuclei. Here and there efforts to form pearls were 
noted. An extraordinary irregularity of the epithelial cells was observed. 
observed. 
Heart : The heart muscle was the site of a peculiar atrophy of the 
fibers, which were narrow, with areolar connective tissue between them. 
Liver: The liver showed much atrophy of the cell columns with 
rather marked diffuse fatty degeneration and a peculiar oedema of the 
vascular channels. 
Spleen: The spleen po se ed a large infarct. 
Lungs: The lungs showed interstitial fibrosis . 
Pathological Diagnosis: Squamous-cell carcinoma of the skin of 
the foot. Keratosis of the palms and soles. Degenerative changes of 
the heart muscle. liver and kidneys. Infarct of the spleen. 
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DISCUSSION 
As regards the diagnosis of arsenical keratosis, it is an important 
point in t he patient's history to be able to find evidence of his 
having taken arsenic, or having been exposed to ar enic dust, etc., 
at some time during his life. The initial dose of the chemical or 
exposure to it may date back as long as 40 years. The history of 
exposure may be obvious, obscure, or e\'en impossible to obtain. In 
view of the last eventuality, it may be of value to state briefly some 
of the sources of arsenic, whereby an individual may become affected . 
For a complete enumeration of such sources, the reader is r eferred 
to Ayres and Anderson's article on arsenical poisoning. 
An example of arsenical poisoning, known to many English people, 
was reported in Lancashire in 1900 due to the drinking of beer which 
was manufactured from invert sugar which contained a high percentage 
of arsenic. This instance is cited to show how obscure the cause of 
the trouble may be. The more apparent sources are related to medici-
nal preparations such as arsphenamine, Fowler's solution, cacodylates, 
Stovarsol, Carbason and numerous prepared tonics. Many cases have 
been due to insecticides, the result either of inhalation, or th-e ingestion 
of small quantities of the sprayed solution. A miscellaneous series 
of foods including cocoa, baking powder, egg powder, ·self-rising flour, 
shellfish and cheap candy contain small quantities of arsenic. Coloured 
paper may be a potent source of arsenic. The well-known cases of 
arsenic poisoning from wall paper are examples. Certain types of 
painting, electro-typing and engraving processes have produced arseni-
cal keratoses in the craftsmen. Certain drugs, in which arsenic is a 
contaminant, have been traced as the cause of arsenic poisoning; for 
example, bismuth, antimony, calamine lotion, glycerin and dextrose. 
In certain districts, where ores contain a high percentage of arsenic, 
miners and others show evidence of arsenical keratoses, or arsenic 
poisoning. This particular source of arsenic should be of interest to 
industrialists and public health officials. 
Arsenic cannot be absorbed through the unbroken skin, therefore 
the greatest stress as regards prophylaxis should be directed towards 
the prevention of the ingestion or the inhalation of arsenic-containing 
substances. 
In considering arsenic poisoning and arsenical keratoses, it is 
fitting to touch upon the differences between the cutaneous pathology 
of poisoning by organic and inorganic arsenic compounds. Organic 
arsenic, according to Osborne, is deposited in the deeper layers of the 
cutis around the larger blood ves els; whereas inorganic arsenic is 
deposited in the upper cutis and epidermis, around the smaller vessels 
and capillaries. We must, therefore, r egard inorganic arsenic as the 
aetiological factor in arsenical keratosis. The mechanism of it action 
in this respect is described by Bintz as being due to the slow liberation 
of oxygen in t he tissues when As:!O;; is reduced to As:! 0 3 . The contact 
of As2 0 5 with organic matter, air and water causes the liberation of 
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two molecules of oxygen. This liberation of oxygen results in a forma-
tive tendency, for the reason that the nutritive processes of the cells 
are hurried beyond their power of endurance. The result, then, is 
exhaustion, degeneration, atrophy and, finally, death of the tissues, 
which takes the form of keratosis. This keratosis produces an abnormal 
cellular structure of the underlying epidermal cells, which in time may 
develop into an epithelioma. 
Multiple epitheliomata following arsenical keratoses are usually 
of the squamous-cell type and have invariably occurred in connection 
with the taking of small doses of arsenic, or the inhalation of dust which 
contained the chemical, over a prolonged period of t ime. 
Macleod states that the malignancy does not seem to be directly 
produced by the irritant action of the arsenic, but it is probably 
secondarily induced by extraneous influences on a soil rendered suscep-
tible to the cancerous change by the arsenic. 
F~. 2-Epithelioma of the foot foUowin~ anenical ke.ratoaia. 
In most of the cases that have been reported, the epitheliomata 
did not develop until years after the first appearance of the arsenical 
keratoses. In the case reported in this paper, the epitheliomata 
occurred 33 years after the "warts" appeared. Typical keratoses of 
the palmar and plantar regions which, if allowed to persist over a 
period of years, become irritated, gradually break down, and develop 
malignant characteristics. 
The diagnosis can be verified by performing a biopsy, and possibly 
by staining the tissue, using the michrochemical method of Osborne. 
Clinically, it may be impossible to tell if a keratotic growth is benign 
or malignant; but the onset of malignancy is usually associated with 
evidences of inflammation, such as redness about the base of the growth, 
and possibly by itching or the appearance of fissures, which become 
infected and ulcerated. 
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NOTE: The illustrations in this article are reproduced through the courtesy 
of Dr. H. Schaerrer and Dr. T. B. Hall, of Kansa s City, Mo. 
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MEDICAL MEN FOR THINGS MEDICAL 
The principle that medical men should be the ones to exercise 
control over medical service is almost axiomatic. Yet there is confusion 
of thought where there could be straight thinking if all the fa-cts were 
brought out and faced. 
There are those who would virtually make the physician an em-
ployee of the state. They fail to recognize the utter incompatibility 
between the American political system and the methods of truly pro-
fessional men. 
There are those who complain about the scarcity of physicians. 
Yet it is a fact that while England has one doctor for 1,490 persons, 
France one for 1,690, and Sweden one for 2,890, there is in the United 
States one physician for every 780 persons. 
There are those who denounce our hospitals on the score of high 
charges for service, but the truth is that the cost per day of a hospital 
room with meals and the day and night personal ministrations required 
by an invalid is usually less than a well person would pay for mere 
room and meals in a first-class hotel. 
There are those who would like to let down the bars to self-
medication. Yet the fact is that during the last few generations the 
average span of human life has been extended ten years, chiefly through 
the discoveries of medical science. 
Physicians know these things. They spend years acquiring an 
education on the care and repair of the most marvelous mechanism on 
earth-the human body. But they would readily admit that this educa-
tion does not qualify them for telling railroad executives how to solve 
transportation problems or impre sarios how to stage an opera. The 
work of the world needs many kinds of specialized knowledge, but 
certain it is that each field of work will be best managed by those who 
know it best.-From Mead Johnson & Company's announcement in 
Hygeia, August, 1934. 
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nourishment . . . it gives im-
mediate energy and builds a 
reserve of vitality to guard 
against the common ills. 
Vi-Tone is a Soya Bean food, 
combined with malt and milk, 
then sweetened with chocolate. 
Vi-Tone Company 
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SKELETEL TRACTION IN TREAT-
MENT OF FRACTU RES OF SHAFT 
OF TIBIA AN D FIB LA. 
WEST, W. K. 
J . Amer. Med. Assoc., 101: 2036; 1933 
The extent of permanent disability is 
t he most important con ideration in 
serious fracture of the tibia and the 
fibula. In order that uch disability may 
be minimized there must be ati factory 
maintenance of po ition and accurate 
coaptation of t he bones. Muscle pasm 
strives to prevent the attainment of these 
two objectives and if triumphant pro-
duces deformity in t he form of angula-
tion and over-riding. The author believes 
that skeletel traction is the means by 
whi ch such untoward results may be pre-
vented. Three groups of case are con-
sidered in which the Kirschner wire 
technique is employed: 
Group 1: (a) Cases seen several days 
after t he injury. 
(b) Spiral and badly comminuted frac-
tures. 
Under local anaesthesia, the wire is 
passed through the middle of t he os 
calcis, ma nual reduct ion is effected and 
coaptation is maintained by the weighted 
wire traction used in conjunction with 
the Braun frame. Then circular bandages 
are applied. A hospitalization period of 
about two weeks is required until per-
manent reduction i a sured and callus 
formati on is sufficient. 
Group 2: Low fibu lar and tibial frac-
tures. This group should be treated 
immediately under ge neral anaesthesia 
by pa sing the wire through the os calcis , 
reduction of the fracture, and then the 
application of a long leg plaster ba ndage 
whi ch incorporates the wire and its bow. 
The knee is left flexed. A new cast is 
applied after three or four weeks. 
Group 3: Fractures of the middle or 
upper third. Under anaesthesia two wires 
are inserted, t he upper, three inches 
below the knee, the lower, one inch above 
t he ankle. pper and lower plaster cast 
are applied, the fracture i reduced and 
t he casts are connected with plaster and 
the wire and bows are incorporated in 
the plaster. 
I n groups two and three practically no 
hospitalization is required a nd the patient 
i up and about almost immediately. 
When there is ample callus formation the 
casts are replaced with a short laced 
leathe1· cuff which extends above the 
knee in fracture involving the upper 
t hird. This method insures minimum 
permanent disability a nd makes hos-
pitalization a nd its attendant cost almo t 
a negligible factor and it facilitates 
satisfactory inspection of the limb at any 
time. 
-J. B. MACKAY, M.D., '34. 
REMARKS I NTROD CTORY TO DEM-
ONSTRATION OF ABDUCTION 
TREATMENT OF FRACTU RE 
OF THE NECK OF THE 
FEMUR. 
WHITMAN, R. 
J. Bone and Joint Surg., 12: 11, 1930 
The abduction treatment of fracture of 
the neck of the femur is the best, because 
the natural mechanics of the hip joint 
are used to correct the deformity and to 
bring into appo iton the displaced frag-
ments and only by abduction can the 
l imb be brought into the horizontal 
plane, and the f1·agments end to end. 
When this movement approaches the 
normal limit, the t ension on the capsule, 
which encloses both fragm ents, must 
bring these in contact and fix them in 
the normal relationship. Direct bony 
union, t he basis of security, is supple-
mented by complete suppression of 
muscular action, which is the most potent 
factor in displacement. Even if the 
f1·acture is impacted, which was a t one 
time the only as urance of stability, and 
the deformity resistant, it may be cor-
rected by natural leverage. It remains 
only to fix the limb in an attitude of 
abduction, extension, and slight inward 
rotation in order to maintain t he essen-
tia ls of functi onal repair. 
Formerly, in intracapsular fracture, 
union was conside1·ed to be remote. Even 
if this were true, treatment is indicated 
to relieve pain and to protect against 
infected bed ores, and pulmonary con-
gestion. In 192 , Katzen tein reported 
• 
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169 cases of transcervical fracture 
treated by conventional methods. The 
death rate was nearly eighteen per cent. 
Good results were attained in 11.5 per 
cent of those not treated. Lofberg, in 
1927 reported 176 cases treated by the 
abduction method with a mortality of six 
per cent and bony union in 67.5 per cent. 
The old ideal was to save life, to get 
union, to correct and diminish displace-
ment; now it is treatment. 
The Ion~ plaster spica may be con-
sidered an integral part of the abduction 
treatment because it is the only support 
available. Its outstanding merit consists 
of permitting an alteration of posture. 
-H. B. MACLENAN, M.D., '34. 
ABDOMINAL PAIN : ITS SIGNIFI-
CANCEANDTREATMEN~ 
COPE, Z. 
Practi tioner, 133: 795, 1934 
Abdominal pain is dependent upon two 
nerve supplies, viz: the cerebro-spinal 
nerves to the abdominal parietes and 
the splanchnic sympathetics to the vis-
cera. hTitation of the parietes causes 
sharp lor.,.lized pain but there is seldom 
any sweating or tendency to vomit. The 
nerves which supply the viscera are 
sympathetic fibres from the lower seven 
thoracir. segments. Pain arising from 
stimulation of these nerves is often 
accompanied by retching, vomiting, 
sweating and restlessness and in the 
early stages relief may be obtained by 
pressure on the abdomen. 
Abdominal pain may not be abdominal 
in origin. Such is often the case in acute 
pleurisy and pneumonia. A useful dif-
ferential point to bear in mind is that 
the pain of unilateral thoracic disease is 
distributed to the same side of the body, 
whereas pain of inflammatory abdominal 
disease in found on the sound s ide as well 
as the affected one. Thoracic Pott's dis-
ease gives epigastric pain due to involve-
ment of the lowet· six thoracic nerves. 
Cardiac di sease may be a cause of ab-
dominal pain. 
In many diseases, visceral pain may 
precede parietal pain. In the early 
stages of such conditions it is difficult to 
discover the s ite of the lesion . However, 
when the parietal nerves become involved 
localization occurs, e.g., an inflamed 
appendix lying free in the abdomen 
causes initial pain in t he region of the 
umbilicus; as soon as it becomes adherent 
to the surrounding parietes, localization 
is present. 
Peritonitis is the chief cause of 
parietal pain, which is a ssociated with 
muscular rigidity. If the inflammation 
is confined to the pelvis, the pain is more 
visceral in type and is felt in the region 
of the umbilicus. This is a fact of some 
importance in connection with appen-
dicitis when the appendix occupies a 
pelvic position. 
Pain due to intestinal obstruction is 
usually of the visceral type. Obstruction of 
the small gut produces pain usually in 
the region of the umbilicus, while large 
bowel obstruction causes pain in the 
median supra-pubic region. Should the 
inflamed viscus come in contact with the 
paric;tes, parietal pain takes precedence 
over the visceral pain and localization 
occurs, as in strangulated hernia . 
Severe parietal pain occurs when there 
is a widespread stimulation of the 
parietal nerve endings as in perforated 
peptic ulcer. 
Acute pancreatitis gives severe pain 
in the epigastrium which is felt also deep 
in each loin. Extensive mesenteric throm-
bosis causes generalized abdominal pain. 
Biliary colic often produces pain outside 
the segments in which it is usually felt. 
The pain of renal colic is as a rule fairly 
well localized, radiating down the ureter 
into the testicle of the same s ide. Intra-
abdominal haemorrhage is a cause of 
abdominal pain as is also a dissecting 
aneurysm of the abdominal aorta. 
Morphine is administered after the 
diagnosis of a surgical emergency is 
made but. not before. Full doses of 
morphine are as a rule necessary to 
relievP biliary and renal colic. When an 
opera tion in a case of peritonitis is 
refused or contra-indicated, small doses 
of morphine are necessary to relieve the 
pain and keep the intestine quiet. The 
author concludes by giving two valuable 
pieces of advice: 
(1) Regard most cases of acute ab-
dominal pain lasting several hours as 
surgical. 
(2) Divide the responsibility when in 
serious doubt as to the cause of ab-
domina) pam. 
-J. M. JANES, '36. 
ESSENTIAL HYPERTENSION WITH 
TREATMENT BY BILATERAL 
SUBTOTAL ADRE ' ALECTOMY. 
DE COURCEY, C. , AND DE COU RCEY, J. L . 
A m er. J. of Surg., 25: 324, 1934 
By essential hyiJ)ertension is meant 
high blood pressure with no arterio-
sclerosis or renal damage. Attempts 
have been made to lower the blood pres-
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sure without seeking the cause of the 
condition. It has been observed that 
hypertension is more common after the 
menouapse than before, because the 
gonads exert an inhibitory action upon 
the adrenals. The latter glands may 
govern the blood pressure, since the 
counterbalancing effect of the sex hor-
mones is absent after the menopause. 
At that time also connective tissue is laid 
down throughout the organism including 
the arterial ·walls. This change in the 
blood vessels is the result, not the cause 
of high blood pressure. The cause is 
related to an excess of adrenalin in the 
blood. Six operations were performed 
in cases of essential hypertension, with 
twelve adrenalectomies. All the cases 
showed marked impt·ovement. One ad-
vanced case with retinal manifestations 
cleared up after partial adrenalectomy. 
Thus the results certainly show a clear 
relationship between essential hyperten-
sion and an excessive production of 
adrenalin. 
-G. H. FRANCIS, '36. 
PATHOLOGY OF ACUTE STRANGU-
LATION OF THE INTESTINE. 
HOLT, R. L. 
Brit. J. Surg., 21: 582, 1934 
AcutP. intestinal obstruction is sep-
arated, as an entity, from simple 
obstruction because of a much more 
rapid death. For some time, the idea 
has been prevalent that death in such 
cases is due to toxaemia, but there may 
be no change in the blood, showing 
that the cause is not dehydr ation, 
hypochloraemia or alkalosis. Since it 
has been found that the experimental 
results vary with the amount of gut 
affected, the experiments are recorded 
under several headings. 
1. Strangulation of long loops of small 
intestine: The veins draining the ob-
structed part were ligated. The blood 
presure fell and the pulse rose until 
death. At autopsy, the walls of the 
intestine were found to be distended with 
blood, and it was considered that suf-
ficient blood was withheld from circula-
tion in this manner to cause death. 
Toxaemia in such cases was shown to be 
of little importance. 
2. Strangulation of loops of moderate 
length: The blood pressure fell and the 
pulse rose as before, until it reached a 
stationary level. After a few hours, the 
fall of blood pressure continued until 
death. It was found that the stationary 
phase was due to thrombosis within the 
veins. The terminal fall was occasioned 
by the onset of toxaemia and peritonitis. 
It was found that life was prolonged if 
the strangulated loop was sutured out-
side the body cavity. The toxins were 
absorbed from the peritoneal cavity. By 
injecting the peritoneal exudate into a 
normal animal death occurred. These 
toxins were the result of bacterial action 
in the wall of the gut. There was no 
evidence to show that the toxaemias 
were due to bacterial exotoxins, but 
rather that the toxin was somewhat akin 
to the proteoses. 
3. Strangulation of short loops: The 
amount of blood withdrawn from the cir-
culation or the amount of toxins formed 
were not sufficient to cause death. 
Experiments showed that the strangu-
lated loop formed a localized abscess 
which was· the cause of death. 
The above cases are of venous obstruc-
tion only. If total anaemia exists, there 
are no collapse symptoms but the intes-
tine is either perforated or distended 
with gas. General peritonitis is a con-
stant complication. Death is due to a 
combination of toxaemia and peritonitis. 
These experimental results may be 
applied clinically. The long bowel 
obstruction is analogous to acute intus-
susception, mesenteric thrombosis, or 
acute volvulus, in which long lengths of 
bowel are affected and complete venous 
obstruction may be compared to internal 
strangulation. By far the most common 
cases are those of short obstructions, 
such as the strangulated external hernia. 
-G. H. FRANCIS, '36. 
A FEW GENERAL REMARKS ON THE 
TREATMENT OF MENTAL 
DISEASES. 
LING.TACRDE, 0. 
Norsk Magasin for Laegevidenskapen, 
No. 9, S e1Jt., 1933 
( Abst. in Presse Med., No. 7, Jan. 24, 
1934) 
The author recalls the present-day 
tendency to treat each case in a different 
manner, according to the symptoms, 
without much attempt to discover to 
which psychopathological group the 
psychosis in question belongs. 
A few important indications are men-
tioned. Stupor and apathy, especially 
when the basal metabolism is decreased, 
respond to thyroid medication. In cases 
of amenorrhoea ovarian extracts can be 
administered and in cases of anxiety and 
depression, Lugol's solution may be 
employed. 
Three cases are recorded. The first 
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VOLUME 5, Number 1 is off the press! Another mark in the history of the University of Western 
Ontario Medical Journal has passed and the good ship has set forth on 
another volume journey. May she ride the storm and waves well. 
From a very humble beginning the "Journal" has gradually grown 
until now it takes its place among the ranking undergraduate publica-
tions from medical schools of sister univer ities. How has this end 
been achieved? By the aid obtained from our graduates, you who are 
reading this humble effort at the present time. Are you going to sit 
back and allow the "Journal" to tand still now that it ha achieved a 
certain mark of succ~ s or are you going to t ry and push it still farther 
forward in the publication world ? The answer rests with you, for it is 
from you, t he Alumni of our school, that the "Journal" receives it 
articles and subscriptions. Why not show your active interest to-day? 
Why publish you may ask? The an wer is threefold. Bacon once 
said, "Writing maketh an exact man," and all you who a si t our efforts 
by furnishing written material must undergo some of that mental and 
physical labour which can result in nothing but benefit to you, our 
contributors. The econd object is that it affords a medium of publica-
tion for all interesting and instructive articles found in your general 
or specialized practice. Lastly it forges a trong link between the old 
Alma Mater and her graduate son. As the "Journal" periodically appears 
on your desk it must remind you of the many happy hours spent within 
the hall of this institution. 
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standard may be reached from year to year. 
For all your loyal support in the past we thank you. May you ever 
be behind this publication, your publication, the Univer ity of Western 
Ontario Medical Journal. 
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Artificial pneumothorax was associa ted 
with a lowered average C. S. R. .most 
noticeable in female patients and thora-
coplastic cases showed a definitely lower 
average C. S. R. 
The C. S. R . proved to be a valuable 
aid in the differential diagnosis of early 
and doubtful cases of tuberculosis, being 
normal in all cases discharged as non-
tuberculous. 
The C. S. R. is an important aid in the 
management of all cases of pulmonary 
tuberculos1,; on account of its value as 
an index of the activity of t he disease. 
- R. A. CH RISTIANSON, '36. 
DISLOCATION OF THE SHO LDER 
ACCOMPANIED BY FRACT RE OF 
THE GREATER TUBEROSITY 
AND COMPUCATED BY 
SPINATUS TENDON 
INJ RY. 
GREELEY, P. W., AND MAGNUSON, P . B. 
J. Amer. Med. Assoc., 102: 1835, 1934 
Dislocation of the head of the humerus 
accompanied by a fracture of the greater 
tuberosity is a comparatively rare occur-
rence. However, t he combination is suf-
fici ently frequent to warrant a careful 
examination every time a dislocated 
shoulder is encountered. A further com-
plication of the condition is injury to one 
or both of the spinatus tendons located 
above and behind the joint. The symp-
toms are similar to those found in dis-
location but in addition there is marked 
tenderness over the greater tuberosity. 
The patient usually gives a history of a 
direct blow upon the shoulder. 
Before any attempt at manipulation is 
made, X- r-ay examination of the 
shouldet· should be made. This will 
reveal not only dislocation of the head 
of the humerus from the glenoid cavity 
but the greater tuberosity will be found 
lying above and medial to its normal 
position 
The disloca t ion is reduced by the 
Kocher method and as the shoulder is 
replaced into the glenoid cavity it slides 
against the f1·agment of the greater 
tuberosity a nd it too falls into perfect 
position. In view of the anatomy involved 
the arm should be put up in abduction 
with external rotation so that there may 
be no tension upon the greater tuberosity. 
The treat ment of the tendon injury 
is much more complicated. If the rup-
ture i only partial, the relaxation of the 
muscle incident to the treatment of the 
bone injury will be adequate but should 
the rupture be complete an early opera-
tion should be performed in which the 
ends of tendon· are anchored either to 
the greater tuberosity or to the sub-
scapularis tendon anteriorly. Cases in 
which operation is performed relatively 
early result in perfectly useful joints. 
-W. E. GIBSON, '37. 
QUACK REMEDIES 
The Victorian Health Bulletin, an official publication of the Corn-
mission of Public Health, proposes to include from time to time articles 
concerning alleged cures for certain di ea e . The problem of how be t 
to deal with the patent medicines and quackery in general, it is remarked 
in the opening of the above articles, which appeared in the i ue of 
January-March, is one of great difficulty, and one which ha been the 
subject of considerable attention in most countries of the world. 
Univer al compul ory education would, it was hoped, lead to the 
extinction of the quack medicine trade, by the fact that the r ai ing of 
the level of knowledge and intelligence of the general public would 
diminish the number of buyer of such preparations to negligible propor-
tions. Unfortunately, thi hope ha not been realized. What general 
education cannot effect may possibly be achieved by pecial education 
-that i by giving to the public specific information concerning alleged 
remedies for certain di ea e . The nature of the e remedies can, in 
most in tances, be ascertained without difficulty by chemical analyse . 
(Nova Scotia Medical Bulletin.) 
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to infection, ignores his apparently 
healthy brother who has been subjected 
to a similar environment. It is pointed 
out that many of the young adult cases 
of tuberculosis come f1·om the latter 
class. An explanation is that the child 
with symptoms is calling forth all his 
specific immunizing reaction, while the 
infected but symptomless child harbors 
the bacilli by natural non-specific r esist-
ance and fails to develop a specific im-
munity. X-ray examination often shows 
diffuse infiltrations and unstable latent 
apical lesions in symptomless, well nour-
ished child ren. These lesions are more 
serious than those of the ailing child. 
The author visited the principal sana-
toria in Canada and in the United States 
and reviews his impressions. He outlines 
specifically the equipment and treatment 
and criteria for admission at the Toronto 
preventorium which he considers to be 
superior to others in Canada. In Chicago 
the Glackin Act provides t hat no child 
under 16 shall live in the same home as 
a person suffering from active or open 
tuberculosis. Thi s , if enforced, is an 
excellent measure. 
His criticisms of the preventorium 
system is that, although all the work 
which is undertaken is necessary, its 
scope is probably not wide enough. 
Should children who give a negative 
response to tuberculin not be admitted? 
Of 120 contacts fo llowed for 8 to 9 years 
none with a positive tuberculiH test 
developed active lesions. Would pre-
ventorium treatment have helped the 
negative reactors ? The author believes 
that with an age limit of 14 years for 
preventorium treatment the adolescent 
contact ~ould be given more attention. 
-P. M. YOUNG, '35. 
THE PATIENT AS A PERSON. 
GORDON, A. H. 
Can. Med. Assoc. J., 31 : 191, 1934 
The author advances the view that in 
the progress of medicine we are tending 
to consider the ca se of illness not as a 
person but a s a problem or so much 
clinical material. Students are taught 
in the pUI·e sciences to measure every-
thing in relation to a normal. Clinical 
training equips t hem in the application 
of these pure sciences but it must be 
borne in mind that there exists another 
a spect of the human, expressed as, 
"Crystalization of thought patterns." A 
person is the sum of his past thinking; 
he is a unit. 
A person is composed of biological 
phenomena plus an aura, that something 
that makes you "you." In recent years 
the "case" has been emphasized but now 
the "person" is coming to the fore. 
Physicians must learn to consider the 
person as having rights and liberties, 
fears and hopes. He is not just the host 
of a disease. Pott's fracture · is simple 
to the Doctor but to the person it means, 
five weeks of lost work, maybe unem-
ployment and a needy family without a 
breadwinner. Only "persons" have fears 
and hopes, hence the Doctor should 
endeavour co lessen the suggestion of 
fear and favour the suggestion of hope. 
Since the patient is a person, no stone 
should b~> left unturned in history taking 
or examinations that will throw light on 
hi s trouble. But that which "makes him 
the person he is and makes him act as 
he does" should not be overlooked. Know-
ing what the patient is thinking will get 
one a long way toward success in dealing 
with sickness. The greatest reward in 
the practice of medicine is: "The grati-
tude WP receive because at some time, 
somewhe>·e we have treated the patient 
as a person !" 
-D. RALPH WEYLIE, '36. 
CORRECTED SEDIMENTATION RATE 
(C. S. R.) IN PULMONARY 
TUBERCULOSIS. 
FRIEDMAN, S. 
A mer. R ev. T uberc., 29: 198, 1934 
The corrected sedimentation ra te was 
studied approximately 250 cases of pul-
monary tuberculosis by use of the 
Rourke and Ernstene method. 
The patients studied were grouped into 
a clinical classification which was found 
to conform with the variations in the 
C. S. R. In most cases which showed an 
elevated C. S. R. the sputum contained 
tubercle bacilli. 
Both t he clinical classification a nd t he 
C. S. R. showed less activity in patients 
without rilles than in patients with them. 
Fever is usually associated with an 
elevated C. S. R. but in the absence of 
fever, the C. S. R. may or may not be 
elevated, depending upon the amount of 
latent activity. No relationship between 
the du1·ation of the disease and the 
C. S. R. could be observed. 
Loss of weight is usually associated 
with an elevated C. S. R. but with a gain 
in weight the C. S. R. may or may not 
be elevated, depending upon the amount 
of latent activity. Complicated cases 
were found to have a higher C. S. R. than 
uncomplicated cases. 
A BSTRACTS 37 
was a case of asthenia, mental and 
physical, with amenorrhoea. Treatment 
with ovarian extract produced a cure in 
five to six weeks. The second, a case of 
schizophrenia, received ovarian extract, 
followed by thyroid extract during two 
to three months, at the end of which 
time the patient was almost cured and 
able to work. The third was a case of 
melancholia treated with Lugol's solu-
tion. Improvement was noted within 
eight days and a cure was effected within 
three mont.lts. 
- Translated by HENRI J. BREAULT, '36. 
NOTES ON THE EARLY E DITIONS 
OF OSLER'S TEXTBOOK OF 
MEDICINE. 
McDERMOT, H. E . 
Ann. Med. Hist., 6 : 224, 1934 
The author deals with Osler's te.xtbook 
of medicine, particularly the early edi-
tions, as an historic landmark in the 
formative period of medical thought. 
Many of the notes and literary quota-
tions which Osler wrote on the margins 
of his own copies are quoted. 
The circulation before the lOth edition 
was over J 05,000; its sales rivalled those 
of the most popular novels. No transla-
tions were made before the 6th edition. 
His treatment of the acute fevers with 
purges, warm baths, antipyretics were 
indicated and strychnine in full doses 
during convalescence, crystallize the 
thought of that day. Quotations from 
successive edi t ions show graphically the 
changing ideas, to wit, the following 
appeared only in the first six editions: 
"The greatest evil which can happen 
to a consumptive is that he should 
become tuberculous." Personal observa-
tions which he mentioned briefly in the 
earlier editions were enlarged upon sub-
sequentlv. The later editions, which 
were revised by Sir William, increased in 
historical references. Under Diabetes he 
noted Will is' discovery of the sweetness 
of the urine. 
Many letters were received suggesting 
alterations, 9missions and correct ions. 
One writer noted that in regard to some 
laboratory work Osler had stated that 
the man in question used the dog, while 
in realitv the cat had been employed. 
The mistake was corrected. Someone 
drew his attention to the fact that the 
figures showing a higher mortality from 
pneumonia in a temperance hospital were 
dropped after the 3rd edition. The 
breadth of Osler's knowledge is shown 
by his discussions with contemporaries 
on the Latin and Greek derivations of 
terms used in medical nomenclature. 
--JOHN A. LEWIS, '35. 
BLOOD PRESSU RE I N TUBE R-
CULOSIS. 
JOHNSTONE, J . 
Brit. J. Tub ere., 27: 16, 1933 
This study was made at Hairmyres 
Tuberculosis Colony in Lancashire under 
the following conditions: 
1. The Tycos Recording Sphygmo-
manometer was used to eliminate indi-
vidual variations in the readings. 
2. The ob ervations were made two 
hours after a meal, with the patient 
seated. 
3. The normal systolic blood pressure 
was considered to be 100 mm. Hg. Prac-
tically all of the patients were between 
20 and 30 :vears. 
4. Regular monthly readings were 
taken on each patient. 
The findings were as follows: 
1. There was not any marked abnor-
mality of the blood pressure in early or 
fibroid pulmonary tuberculosis. The same 
applied for all non-pulmonary forms of 
tuberculosis. 
2. Hypotension was present in over 
seventy per cent of the advanced pul-
monary cases. The systolic pressure was 
as low as 82 mm. in some cases. 
The author advises regular monthly 
estimations of the blood pressure in 
tuberculous patients and points out the 
value of this as regards: 
1. Diagnosis: Hypotension favours 
pulmonary tuberculosi while hyper-
tension is against it except in elderly 
patients 
2. Proj!"nosis: Patients with high or 
normal blood pressure generally do well. 
A rise in blood pressure is a favourable 
sign while a decrease is unfavourable. 
It is, of course, only one of the factors 
to be considered in estimating the 
prognosis. 
- P. M. YouNG, '35. 
T HE TUBE RC LOS IS PREVEN-
TORIUM. 
TATTERSALL, N. 
B?·it. J. Tub ere., 26: 121, 1932 
Since considerable tuberculosis has its 
origin in childhood, prophylactic measures 
must include care of children exposed to 
infection. The ideal method is long 
separation of children from their tuber-
culous parents. This has been exten-
sively carried out on the continent of 
Europe. The preventorium method, while 
it cares for the "ailing" child exposed 
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Tincture Ipecac .. ............ ....... ....... ........ . 10 mins. 
Syrup Tolu ... ....... .... ... .... ... ........ .......... ... 80 mins. 
Syrup Wild Cherry ... .. ........... .. .... .. .. .. ... 32 mins. 
Linseed and Mentholated Honey 
DIRECTIONS-One-half to one teaspoonful every one or 
two hours. 
Samples to the Medical Profession on request . 
CHARLES R. WILL & COMPANY 
LIMITED 
Ethical Pharmaceutical Products 
London, Canada Regina, Sask. 
ROENTGENOLOGY ELECTROTHERAPY 
St. Jo~eph's Hospital 
LONDON CANADA 
ELECTROCARDIOGRAPHY LABORATORY 
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